INTRODUCTION
Postcholecystectomy syndrome is known as the recurrence of a complex group of heterogeneous symptoms similar to those experienced before a cholecystectomy.
They commonly manifest as upper abdominal pain (primarily the right upper quadrant) and dyspepsia, with or without jaundice, and can be early, if occurring in the postoperative period, and late, if it manifests after months or years. 1, 2 Postcholecystectomy syndrome was described by Womack and Crider for the first time in 1947 as "the presence of symptoms after cholecystectomy". The incidence varies widely in the literature; it has been reported in many clinical studies to be between 5-15%, 5-30%, and 15-47% with 10-15% being the most reasonable range.
The onset of symptoms may vary from 2 days to 25 years. 3 The incidence of recurrent symptoms in female patients was reported as 43%, compared to 28% among male patients. 3, 4 Severe symptoms are more likely to represent a complication of cholecystectomy if they occur early or to express treatable causes when compared to non-specific, or mild symptoms. However, if no calculi or gallbladder abnormalities were detected during the cholecystectomy while the presenting symptoms are similar to the preoperative ones, a non-biliary etiology should be considered. 3 The most common cause of the postcholecystectomy syndrome is an overlooked extrabiliary disorder such as reflux esophagitis, peptic ulceration, irritable bowel syn-drome or chronic pancreatitis. [1] [2] [3] [4] [5] The biliary etiologies include bile salt-induced diarrhea or gastritis, abscess, chronic biloma, retained calculi, dropped calculi, bile leak, biliary strictures, long cystic duct remnant, stenosis, and dyskinesia of the sphincter of Oddi. 4 The primary reported extrabiliary causes include gastrointestinal causes like acute/chronic pancreatitis (and complications), pancreatic tumors, pancreas divisum, hepatitis, esophageal diseases, peptic ulcer disease, mesenteric ischemia, diverticulitis, and organic or motor intestinal disorders. It also includes extra-intestinal causes like psychiatric and neurological disorders, coronary artery disease, intercostal neuritis, wound neuroma, and unexplained pain syndromes.
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The imaging approach to postcholecystectomy syndrome includes ultrasonography, computed tomography (CT) scan, endoscopic retrograde cholangiopancreatography (ERCP), and magnetic resonance cholangiopancreatography (MRCP). [6] [7] [8] [9] The management of the options for postcholecystectomy 
MATERIALS AND METHODS
A prospective cohort database analysis of the results of The presenting symptoms were recorded as right upper pylori infection cases were referred to gastroenterology for treatment and follow up in the outpatient surgical clinics for three months. Regarding pancreatitis, 11 patients were admitted to the intensive care unit and medically treated; while 31 patients were admitted to the surgical floor and medically treated. No surgical intervention was needed. After being discharged, all of the patients had follow up appointments at the outpatient surgical clinics for three months. As for peptic ulcer disease, they were treated medically in collaboration with gastroenterology and followed up at the outpatient surgical clinics for three months.
Concerning recurrent CBD stone, the patients were treated by ERCP, endoscopy, papillotomy, stone extraction, and stenting. No surgical intervention was needed, and patients had follow up appointments at the outpatient surgical clinics for three weeks. For retained CBD stones, the patients were treated by ERCP, endoscopy, papillotomy, stone extraction, and stenting. No surgical intervention was needed, and the patients had follow up appointments at the outpatient surgical clinics for three weeks. For bile leakage, 12 patients had a laparotomy and repair; while 7 patients had a laparoscopic repair. The patients were followed up by the outpatient surgical clinics for three months. For stenosis of the sphincter of Oddi, all patients had endoscopic sphincterotomy and stenting, and they were followed up by the outpatient surgical clinics for two months.
For cystic duct stump syndrome, all patients had laparoscopic repair and were followed up by the outpatient surgical clinics for two months. For CBD structure, 3 patients had mild stenosis and were treated by ERCP, endoscopy, and stenting; while 2 patients had severe stenosis and were referred to a specialized tertiary care center. All of the patients were followed up by the outpatient surgical clinics for three months. The mortality rate was 0% (Fig. 2) .
DISCUSSION
The incidence rate of the postcholecystectomy syndrome in this study's population was 19.8%, which is aligned with the average reported rates worldwide despite the younger mean age of the patients, 37.41±7.12 years.
This outcome could be attributed to the fact that most of the patients presenting with gallstones and diseases in our local community belonged to the same young age groups compared to the reported age groups worldwide.
The presenting symptoms and signs in this study were similar to those reported internationally. We observed that most of the patients presented with only one or two find-ings; however, no one presented with all or multiple complaints. In general, some symptoms and signs were specific and directive to the cause, like dyspepsia and epigastric pain for peptic ulcer and Helicobacter pylori infection, but most of the others were vague and general which necessitated a full workup to identify the cause.
Any clinical presentation of postcholecystectomy should not be underestimated and be thoroughly investigated; it is a lesson that we adopted as a protocol in our clinical pathway.
In most of our cases, the management approach was a multidisciplinary one involving surgical, medical, radiological, critical care, and other specialties. It was a significant pathway to the success of the treatment and the result of zero mortality. We recommend the collaboration of as many specialties as needed, as early as possible, for the best outcome and the safest approach for all patients.
In this study, CBD stones or cystic duct remnants were found in 48 (17.6%) patients, remnant or recurrent. They The reported rate of bile duct injuries is slightly higher using laparoscopic surgery than open surgery (0.5% and 0.15%, respectively). The leading causes of bile ductal injury include the erroneous cutting of bile ducts, inadvertently placed clips or ligatures, and periductal bile leakage resulting in fibrosis and thermal injury owing to electrocautery. A bile duct injury usually manifests as a leak, stricture or transection. The most common sites of biliary leaks include injured bile ducts, the cystic duct stump, and the gallbladder stump. Intraperitoneal fluid collections in the gallbladder bed occur in up to 14% of the patients who had a cholecystectomy, and most will resolve spontaneously; however, collections persisting for more than a week or fluid outside the gallbladder bed should raise the suspicion of a biliary leak or injury. 12, 13 In our series, a bile leakage was found in 19 (7%) patients, in which 12 had a loose surgical clip at the cystic duct remnant that was treated laparoscopically by clipping. Seven patients had a mild CBD injury, generally a small tear, that needed only suturing repair.
Many published international reports proposed that the length of a cystic duct remnant that is greater than 1 cm in length after cholecystectomy may be the cause of postcholecystectomy syndrome and refer to it as cystic duct stump syndrome. In fact, several articles have reported that a cystic duct remnant caused symptoms even after the duct calculi had been removed. 14 In our study, cystic duct stump syndrome was found in 11 (4%) patients and 4 of them had a small retained stone which was removed endoscopically. The remaining patients needed a shortening of the stump laparoscopically. 
